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We investigated the inf luence of parents’ weight status on their children’s growth trajectories and its association
with age at onset of overweight and obesity. We used 16,396 height and weight records from 3,284 youths from the
Panel Study of Income Dynamics, followed across childhood into adulthood (United States, 1997–2017). Across
age groups, we modeled body mass index trajectories (ages 5–32 years) according to parents’weight status, using
mixed-effect models to estimate age at onset of overweight and obesity and proportion with obesity from childhood
to adulthood. There were large differences in growth patterns according to parents’ weight status: Children of
parents with obesity had, on average, overweight at age 6 (95% confidence interval (CI): 5, 7) and steep growth
trajectories until age 12; children of normal-weight parents had slower increases in body mass index, reaching
overweight on average at age 25 (95% CI: 24, 27). By age 30, 30% (95% CI: 28, 31) of youths had obesity.
Differences in early-life growth persisted into adulthood: 48% (95% CI: 45, 52) of adult children of parents with
obesity had obesity versus 16% (95% CI: 14, 19) of those of normal-weight parents. Trajectories to unhealthy
weight were heavily inf luenced by parents’weight status, especially before age 12, children of parents with obesity
having overweight 19 earlier in life than children of normal-weight parents.

age at onset; intergenerational health; obesity; overweight; weight status

Abbreviations: BMI, body mass index; BMIz, body mass index z score; CI, confidence interval; PSID, Panel Study of Income
Dynamics; SD, standard deviation; WHO, World Health Organization.

Obesity is a major health problem in the United States,
with >40% of the adult population having a body mass
index (BMI) equivalent to obesity (1–3). Risks of obesity
can become established in childhood (4–9), and once a youth
begins to accumulate unhealthy weight, reversing to normal
weight rarely occurs (10–12). These patterns are especially
concerning because the age when obesity is first observed
and the duration of overweight and obesity during childhood
and adolescence are associated with the development of
cardiometabolic conditions in adulthood (6, 8, 9, 13, 14).
This evidence highlights that knowledge is needed about
how to identify the children who are likely to progress to
obesity in adulthood and whether there is a specific (age)
window of opportunity.

Parents and children share many health characteristics,
and weight status is among these (6, 15–23). Parent-child
similarities in body weight may originate from genetic pre-

dispositions (24, 25), intrauterine exposure (26), shared life
conditions, shared environments, and habits and preferences
formed during childhood (16, 25, 27). Even among children
with normal weight up to age 17 years, those whose parents
have obesity have a higher risk of developing obesity in
adulthood (6).

The premise of this study is that parents’ weight status
is a determinant for their children’s growth trajectories and
that children whose parents have obesity may follow differ-
ent age-specific growth patterns, including likelihood and
timing of overweight and obesity, compared with those of
parents without obesity. We used data from the Panel Study
of Income Dynamics (PSID) (28), a national, longitudinal
study with 20 years of data on height and weight in children
and their parents. These data provide an unique opportu-
nity to quantify links between parents’ weight status and
children’s growth trajectories.
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We examined differences between the growth patterns of
children of parents with obesity and those whose parents did
not have obesity. We modeled growth trajectories from ages
5 to 32 years to assess the relationship of parents’ weight
status and the age at onset of overweight and obesity in their
children.

METHODS

Study population

We used data from the PSID (28), a prospective,
household-based, US national cohort started in 1968. PSID
is a dynamic cohort of households, with individuals and
households entering the study through birth, marriage,
and family formation and exiting through death, divorce,
and family dissolution. Data are collected by interviewers
over the telephone or at in-home visits. PSID expanded to
include data on adult health in 1986 and child development
in 1997. Two PSID supplemental studies have collected
anthropometric data from children, adolescents, and young
adults: Child Development Supplements (CDS) (1997,
2002, 2007, and 2014), and Transition Into Adulthood
(TIA) (2005, 2007, 2009, 2011, 2013, 2015, and 2017)
(Web Appendix 1 and Web Figure 1, available at https://
doi.org/10.1093/aje/kwac124).

CDS and TIA include a total of 8,522 youths. We excluded
those with no information on date of birth (n = 5) or height
and weight (n = 1,191). We retained records from ages
≥5 years and for those who had their first valid anthro-
pometric data recorded before age 18 years (n = 6,008).
We excluded records with implausible BMI z scores (>5 or
<−5; records = 118). Because 2 time points were needed
to model trajectories, we retained youths with ≥2 records of
weight and height (n = 3,325) and excluded those who had
no information on any parent’s weight and height (n = 31), or
on poverty (n = 10) (Web Figure 2), resulting in an analytical
sample of 3,284 youths born between 1983 and 1999, with
a total of 16,396 observations during ages 5–32 years (Web
Figure 3).

Body mass index in children, adolescents, and young
adults

For youths <18 years, height was measured by PSID
interviewers or reported by primary caregivers (4%–14%
self-reported across waves). Weight was reported by primary
caregivers in 1997 and was either reported or measured
by PSID interviewers at subsequent waves (0%–22% self-
reported) (Web Table 1). Young adults in TIA and adults
in PSID self-reported weight and height in all waves. To
estimate growth patterns at ages 5–19 years, we calculated
BMI for age and sex standard deviation (SD) scores (z
score—BMIz) using the World Health Organization (WHO)
Growth Reference for School-aged Children 2007 (29). This
was used instead of CDC z scores because the latter are based
on smoothed percentiles, which entails that high values are
trimmed, and to fit the growth patterns we needed the actual
z scores. Following standard procedures, we defined over-

weight as ≥1 SD above the reference population and obesity
as ≥2 SD above (30). For adulthood (≥19 years), we defined
overweight as a BMI (calculated as weight (kg)/height (m)2)
of at least 25 and under 30 and obesity as a BMI of ≥30
(31). For modeling purposes BMIz (z score) and BMI are
visualized for all ages, but age of onset and proportion
with different weight status are assessed as age-appropriate
(BMIz for ages 5–19 years and BMI for ages 19–32 years,
using both scales for analyses of persons aged 19 years).

Parents’ weight status

To analyze the association between parents’ weight sta-
tus and their children’s growth trajectories, we used both
parents’ self-reported heights and weights, collected before
the child’s birth or as close to birth as possible (median
age of child when parent BMI was recorded: 2.8 years
(interquartile range = −0.3 to 7.3) to calculate BMI. We
defined overweight as a BMI at least 25 and below 30 and
obesity as a BMI of ≥30 (31). If parents fell into different
weight categories, we used the parent with the highest BMI
to define parental weight status. For 830 children, BMI
information was available from only 1 parent (785 from
mother and 45 from father). Parents’ weight status was
coded as: 1 = parents with normal weight, 2 = at least 1
parent with overweight, or 3 = at least 1 parent with obesity.

Covariates

In analytical models, we controlled for characteristics that
have been shown to be associated with obesity. In the ana-
lytical sample, 51% were White, 41% Black, 4% Hispanic,
2% Asian, and few Native American (1%) and other races
(2%). To avoid too-small groups, and given that Whites
have lower risk of obesity than other races/ethnicities (32),
we classified race/ethnicity as White or non-White. Poverty
was based on income in the year the children first had their
weight and height recorded and dichotomized according to
the poverty threshold from the US Census Bureau (33). We
also controlled for year of birth to account for cohort effects,
and for sex.

Statistical analyses

We used mixed-effects models to fit mean BMIz and BMI
trajectories. This modeling approach neither requires that all
individuals have the same number of measurements nor that
measures were recorded at the same time points or ages.
Quadratic and cubic associations were tested with age, and
the final model was selected based on the likelihood-ratio
test of deviances for nested models. Cubic age trajectories
provided better model fit than quadratic. Random intercept
and slope were included in all models at the child level to
account for the longitudinal nature of the data set; random
intercept was included at the household level, as multiple
children had the same parents (64% were siblings, half-
siblings, or adopted siblings) (34). We modeled trajectories
overall and for each group of children (by parents’ weight
status), the latter by using terms for interaction between the
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child’s age and parents’ weight status. All models adjusted
for race, poverty, and year of birth (both linear and quadratic
terms to account for the dynamics of the obesity epidemic).
Models fitting BMI trajectories also adjusted for sex; BMIz
is already sex-specific. Analyses were also stratified by
mother’s and father’s weight status.

In sensitivity analyses, we additionally adjusted for age of
parents at the birth of the child, age of child when parents’
BMI was recorded, and number of parents contributing BMI
information. We also fitted models including data from only
those children with more than 4 measurements to investigate
how the number of measurements and exclusion of those
with only 1 measurement might have influenced our results.

To estimate age of onset of overweight and obesity and
proportion with normal weight, overweight, and obesity
at different ages, we used point estimates derived from
the participants’ modeled BMIz and BMI trajectories
constructed as a combination of fixed effects and individual-
specific random effects. Overall and for each group of
children (those of parents with normal weight, overweight,
or obesity), age of onset was defined as the age when the
mean trajectory of the group crossed the thresholds into
the overweight or obesity category, in case it did cross.
Proportion with normal weight, overweight, or obesity was
estimated in young childhood (age 5), early adolescence
(age 12), mid-adolescence (age 16), end of adolescence/start
of adulthood (age 19), young adulthood (age 25), and
adulthood (age 30).

We used 1,000 bootstrap samples to calculate confidence
intervals (CIs) for the age at onset and the proportions
with overweight and obesity. All analyses were performed
with R (R Foundation for Statistical Computing, Vienna,
Austria), version 3.5.1, using the lme4 package (version 1.1-
18-1; https://cran.r-project.org/web/packages/lme4/) and
Epi package (version 2.32; https://cran.microsoft.com/
snapshot/2022-07-10/web/packages/Epi/index.html).

RESULTS

Across ages 5–32 years, the median number of records
per child was 5 (interquartile range = 3–7). Median age at
first observation was 9.6 years (interquartile range = 7.5–
11.9) and the median duration of follow-up was 14.6 years
(interquartile range = 12.5–18.1). Median number of records
and age at first record did not vary according to parents’
weight status. Characteristics of the youth at their first record
are shown in Web Table 2.

Age at onset of overweight and obesity

Overall, irrespective of parents’ weight status, youths on
average had BMI trajectories crossing the threshold for
overweight at age 19 (95% CI: 19, 20). Figure 1 shows age
at onset of overweight according to parents’ weight status.
Children of parents with obesity had on average overweight
at age 6 (95% CI: 5, 7); this is 19 years earlier than those of
parents with normal weight, who on average had overweight
at age 25 (95% CI: 24, 27). For children of parents with
overweight, the mean age at onset of overweight was 20
years (95% CI: 19, 20). At age 27 years, those of parents

0 5 10 15 20 25 30 35
Age, years

6 20 25
Childhood Adolescence Adulthood

Parental Weight Status

Obesity
Overweight
Normal

Figure 1. Age at onset of overweight according to parents’ weight
status and adjusted for poverty and race/ethnicity, United States,
1997–2017. For example, children of parents with obesity on average
were overweight at age 6 years, whereas children of parents with
normal weight were on average overweight at age 25 years.

with obesity, on average, had obesity (95% CI: 26, 29), while
those of parents with normal weight or overweight did not,
on average, have obesity before age 32 years (the end of the
observation period).

BMI trajectories from early childhood to adulthood

Children of parents with normal weight, overweight,
or obesity followed distinct growth trajectories (Figure 2).
From childhood through adolescence, those of parents with
normal weight had an almost flat BMIz trajectory, indicating
that they maintained a steady growth pattern, hovering
just above the mean of the growth reference (BMIz = 0)
through age 19 years. Children of parents with overweight
experienced some increases in BMIz between ages 5–12
years, crossing 0.5 SD above the growth reference mean
and plateauing around 0.75 SD thereafter until age 19 years.
Children of parents with obesity were already at a higher
BMIz at age 5 years, about 0.88 SD above the growth
reference mean. They also experienced steep increases in
BMIz in childhood (until age 12), and on average they
crossed the 1-SD threshold into overweight at age 6 years,
continuing to increase, albeit at a slower pace, from ages
12 to 19 years. From ages 5 to 12 years, the difference in
mean BMIz between children of parents with normal weight
versus obesity increased from 0.58 SD (95% CI: 0.36, 0.80)
to 1.01 SD (95% CI: 0.89, 1.13).

In early adulthood, average BMI trajectories were upward
for all 3 groups (children of parents with normal weight,
overweight, or obesity) (Figure 2B). Children of parents
with normal weight entered adulthood with a lower average
BMI (23.3, 95% CI: 22.9, 23.6) than the other 2 groups.
Those of parents with overweight entered adulthood with
a higher BMI (24.9, 95% CI: 24.6, 25.2) and thereafter
showed a slope of BMI increase similar to that of peo-
ple of parents with normal weight. Those of parents with
obesity entered adulthood with overweight (BMI = 27.7,
95% CI:27.3, 28.0) and experienced steeper BMI increases
thereafter.

At age 30 years, the average BMI was 26.0 (95% CI: 25.4,
26.5) for children of parents with normal weight around the
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Figure 2. Body mass index (BMI) z score and BMI trajectories according to parents’ weight status, United States, 1997–2017. Shown are the
children’s BMI z-score trajectories in childhood and adolescence (ages 5–19 years) (A) and their BMI trajectories in young adulthood (ages
19–32 years) (B). For example, children of parents with obesity (dark gray line) had an increase in BMI z score from childhood (ages 5–12 years)
followed by an almost f lat trajectory in adolescence (until age 19) (A). In young adulthood (ages 19–32 years), children of parents with obesity
increased in BMI with a steeper increase between ages 25 and 32 years (B). For modeling purposes, BMI z score and BMI are visualized for
all ages, but only the solid lines are used for interpretations (ages 5–19 years for BMI z score and ages 19–32 years for BMI). Trajectories are
adjusted for race, poverty, and year of birth.

time of their birth, 27.7 (95% CI: 27.2, 28.2) for those of
parents with overweight, and 31.3 (95% CI: 31.0, 31.9) for
those of parents with obesity (Web Table 3).

From ages 5 to 12, BMIz trajectories were steeper accord-
ing to mother’s weight status rather than the father’s, espe-
cially for children of mothers with obesity. There was a
larger separation in BMI trajectories between groups by
mother’s than by father’s weight status; however, the overall
developmental patterns did not differ greatly from the main
results (Figure 3).

In sensitivity analysis with additional adjustments for
age of parents at the birth of the child, age of child when
parents’ BMI was recorded, and number of parents with BMI
information, findings were similar to our main results (Web
Figure 4). When we restricted analysis to those with more
than 4 data records, children of parents with obesity had a
slightly lower BMIz in childhood and adolescence than in
the main analysis (Web Figure 5).

Proportions of overweight and obesity in children and
parents’ weight status

Table 1 shows that, at all ages, the adjusted (race, poverty,
and year of birth) proportion with obesity was higher for
people whose parents had higher weight status near the time
of their birth. In early childhood (age 5 years), the proportion
with obesity was almost 3-fold if the parents had obesity
versus normal weight (22% vs. 8%). From early childhood
to the start of adolescence (age 12 years), the proportion
with obesity remained stable among those with parents with
normal weight or overweight, while the proportion with
obesity increased among children of parents with obesity,
from 22% to 31%.

During adolescence, the proportion with obesity did not
increase in any of the 3 groups.

In young adulthood (from ages 19 to 30) the proportion
with obesity increased, regardless of the weight status of
the parents, but more in those of parents with higher weight
status: 12 percentage points for those of parents with normal
weight, 16 percentage points for those of parents with over-
weight, and 20 percentage points for those of parents with
obesity. At age 30 years, 48% of the children of parents with
obesity now also had obesity, as had 28% of those of parents
with overweight and 16% of those of parents with normal
weight. Overall, 32% (95% CI: 29, 35) had overweight and
30% (95% CI: 28, 31) had obesity at age 30 years.

DISCUSSION

In the period 1997–2017, youths in the United States had
on average overweight at their 19th birthday. The growth
trajectories they had followed differed with their parents’
weight status: The children of parents who had obesity
around the time of their birth experienced steep increases in
BMIz in childhood (ages 5–12) and already had, on average,
overweight at age 6 years—19 years earlier than people of
parent with normal weight. These differences in age of onset
entail large differences in the duration of exposure to excess
weight. By age 32 years, children of parents with obesity
had experienced excess weight most of their childhood,
adolescence, and young adulthood, whereas those of parents
with normal weight had been exposed only in adulthood.

Previous studies have reported similarities between the
weight status of parents and children cross-sectionally at
specific ages (15–17, 23), during short follow-up periods
(6, 20–22), or by comparing parents’ BMI for children with
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Figure 3. Children’s body mass index (BMI) z score and BMI trajectories according to their mother’s or father’s weight status, United States,
1997–2017. Shown are the children’s BMI z score trajectories, according to mother’s (A) and father’s (B) weight status, in childhood and
adolescence (ages 5–19 years) and their BMI trajectories in young adulthood (ages 19–32 years) according to mother’s (C) and father’s
(D) weight status. For analytical purposes, BMI z score and BMI were modeled for all ages, but only the solid lines are used for interpretations
(ages 5–19 years for BMI z score and ages 19–32 years for BMI). Of the sample, 2,454 children had measures from both their mother (mother
with normal weight: 1,523 (62%); mother with overweight: 568 (23%); mother with obesity: 363 (15%)) and father (father with normal weight:
1,037 (42%); father with overweight: 1,037 (42%); father with obesity: 380 (15%)). Trajectories are adjusted for race, poverty, and year of birth.

different BMI trajectories (18, 19). Our prospective study
design combined measures from 10 data waves over 20
years for children from ages 5 to 32 years, covering a larger
age span and longer follow-up period than previous studies.
Using this approach, we found that parents’ weight status
influenced their children’s weight status at all ages but that
the differences in proportion with obesity between children
of parents with normal weight, overweight, or obesity orig-
inated primarily in different BMIz trajectories in childhood
(before age 12), which led to large differences in age at
onset of overweight. The latter is consistent with a previous
study that reported an onset of obesity up to 8 years earlier
in children of mothers with obesity compared with those
of mothers without obesity, although age at onset was not
reported (35). Both age at onset and duration of exposure

to excess weight are linked to higher risk and earlier onset
of type 2 diabetes and other cardiometabolic conditions (9,
13, 14, 36). In our study, we showed that the children of
parents with obesity experienced excess weight much earlier
in life (from age 6 years) and for much longer duration (at
age 32, 21 years with overweight and 5 years with obesity)
compared with those of parents with normal weight, who on
average had overweight at age 25 years, and who had been
exposed to overweight for 7 years by age 32.

The largest increases in BMI z scores were during ages
5–12 years and were most pronounced among children of
parents with obesity. Other studies have also shown that the
highest increases in BMI z score occur in early childhood
(21) and that annual incidence of obesity is higher earlier
in childhood than later (37). These studies also showed
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Table 1. Estimated Proportions of Children With Normal Weight, Overweight, and Obesity According to the Child’s Age and the Weight of
Their Parents, United States, 1997–2017a

Parents’ Weight Statusb

Normal Weight (n = 1,092; 33%) Overweight (n = 1,325; 40%) Obesity (n = 867; 26%)
Child’s Age and Weight

Status

% 95% CI % 95% CI % 95% CI

Young childhood, 5 yearsc

Normal weight 75 73, 78 67 65, 70 54 51, 58

Overweight 16 14, 18 22 20, 24 23 21, 26

Obesity 8 7, 10 11 10, 13 22 20, 25

Early adolescence, 12 yearsc

Normal weight 77 75, 80 62 59, 64 40 37, 43

Overweight 17 15, 19 26 23, 28 30 27, 33

Obesity 5 4, 7 13 11, 14 31 28, 34

Mid-adolescence, 16 yearsc

Normal weight 78 75, 80 62 60, 65 38 34, 41

Overweight 17 15, 19 26 23, 28 32 29, 35

Obesity 5 4, 6 12 11, 14 30 27, 33

End adolescence, 19 yearsc

Normal weight 76 74, 79 61 58, 63 38 34, 41

Overweight 18 16, 21 26 24, 28 33 29, 36

Obesity 5 4, 7 13 11, 15 30 26, 33

Start of adulthood, 19 yearsb

Normal-weight 78 75, 80 62 60, 65 38 34, 41

Overweight 18 16, 20 26 24, 28 34 31, 37

Obesity 4 3, 6 12 10, 14 28 25, 31

Young adulthood, 25 yearsb

Normal weight 62 59, 65 46 43, 48 27 24, 30

Overweight 26 24, 29 33 31, 36 33 30, 37

Obesity 12 10, 13 21 19, 23 40 37, 44

Adulthood, 30 yearsb

Normal weight 52 49, 55 39 36, 42 20 17, 23

Overweight 31 29, 34 33 30, 35 32 29, 35

Obesity 16 14, 19 28 26, 31 48 45, 52

Abbreviations: BMI, body mass index; CI, confidence interval; WHO, World Health Organization.
a Proportion estimates (95% CIs) are based on models adjusted for year of birth, sex, race, and poverty. Proportions are rounded and may

not sum to 100%.
b Parents’ and children’s adult weight status were defined using the WHO’s BMI (calculated as weight (kg/height (m)2) cutoff for adults

(normal weight: <25; overweight: ≥25 and <30; obesity: ≥30).
c Childhood and adolescence weight status was defined with the use of WHO cutoffs for the age- and sex-specific z score (overweight: ≥1

SD, obesity: ≥2 SD).

that children with overweight have higher increases in BMI
and incidence of obesity than children with normal weight,
implying that there may be heterogeneity in the risk of
obesity, where children with normal weight are less vulner-
able to experiencing increases in weight than children with
overweight. Our results suggest that such heterogeneity in
weight status in children found in other studies may have its
origins with the parents. However, our results also showed

that even among children of parents with normal weight, the
proportion with normal weight decreased from 78% at the
end of adolescence to 52% by age 30 years. This suggests
that youths with normal weight are not immune to weight
gain in adulthood, although their parents had normal weight
around the time of their birth.

At age 30, even among children of parents with nor-
mal weight, only half still had normal weight themselves.
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Overall, 30% had obesity at age 30, compared with 17%
among their parents. Assuming that the risks of early onset
associated with parents’ weight status that we reported above
hold true in the next generation, we can expect that at least
49% of children born to the current generation of adults will
have obesity before the age of 30 years.

A major strength of this study is the utilization of 20
years of data to track growth trajectories across childhood
into adulthood in a US national cohort. Other studies esti-
mated weight status before a specific age (13, 35, 36) or
used retrospective parent reports of children’s weight at
younger ages (27), whereas our study design allowed us
to, prospectively from age 5 years, estimate age at onset
of both obesity and overweight and compare the proportion
with normal weight, overweight, and obesity at any age.
Further, age-specific measures for youths (BMIz) and adults
(BMI) showed similar results at age 19 years, suggesting that
our approach is valid for analyses spanning from childhood
through adolescence to early adulthood.

This study cannot discern the causal mechanisms behind
the relationship between parents’ weight status and their
children’s growth trajectories and age of onset of overweight
and obesity. In this study, by age 30, only 16% of the children
of parents with obesity were still normal weight, while
only 20% of those of parents with normal weight had obe-
sity. Consistent with previous studies (24, 25), this pattern
suggests that shared genes play a role. We also found that
the differences between the children’s growth trajectories
according to their parents’ weight status emerged primarily
from different BMIz trajectories during ages 5–12 years.
This is a life stage with large changes in body proportions
and also a period where children may be heavily influenced
by their parents’ life conditions and habits. The latter is
in line with studies emphasizing shared environment as a
contributor to parent-child similarities in weight status (16,
25, 27).

Our study has limitations. First, we used a measurement
of parents’ BMI at only 1 point in time. Thus, we cannot
discern changes over time in parents’ weight status and the
implication of these for their children’s growth. Second,
children of parents with obesity were older than children
of parents with normal weight when their parents’ BMIs
were first recorded (5.3 vs. 2.1 years old), which could
have led to misclassification of parental weight category
given an increasing life-course BMI trajectory. However,
we found no association between age of the child when
parent’s weight was reported and the child’s first BMIz
record; thus, any bias in our results might be toward the null,
which we also found in the sensitivity analyses controlling
for age of child at parents’ BMI record. Third, 25% of
our sample had a BMI record from only 1 parent. This
might have led to a misclassification of children to a lower
exposure category, which can lead to biased estimates if
associated with the outcome as well. However, comparing
those who had information from 1 parent with those who
had information from both parents showed no difference in
the first BMIz record within each parental weight category,
so if there is any bias, it is likely to be towards the null.
Further, analyses stratified by father’s and mother’s weight
status showed patterns similar to those in our main analysis.

Fourth, adult BMI records relied on self-reported weight and
height, which tend to overestimate height and underestimate
weight more pronouncedly in those with higher BMI (38).
Therefore, the number of parents with overweight or obe-
sity might have been underestimated, and children might
have been misclassified to a lower parental weight category.
Children whose parents had a BMI of ≥24 and <25 had a
higher BMIz (+0.27 SD) than those whose parents had a
BMI <24. Children whose parents had a BMI of >29 and
<30 had similar BMIz to children of parents with BMIs of
<29. Thus, we may have underestimated the differences
between children of parents with normal weight and those
of parents with obesity. Last, we had to exclude youths with
only 1 record of height and weight, as ≥2 records are needed
to model trajectories. Compared to youths with ≥2 records,
a higher percentage of those with only 1 record had parents
with obesity, and a lower percentage had parents with normal
weight. Further, those with one only 1 record had a slightly
higher baseline BMIz (0.68 SD vs. 0.58 SD). These differ-
ences may also have biased our results towards the null and
underestimated the difference in age of onset of overweight
in those of parents with obesity or normal weight.

In conclusion, youths in the United States were on average
overweight at their 19th birthday, but age of onset differed
with parents’ weight status. Children of parents with obesity
had, on average, overweight at age 6 years. This is 19 years
earlier than children of parents with normal weight. Most of
the differences in weight between children of parents with
normal weight, overweight, or obesity were established by
growth trajectories during the first 12 years of life. Since
30% of the youths had obesity at age 30, including 16% of
those with parents with normal weight, a higher proportion
of the next generation will be exposed to parents with obesity
and therefore at risk of developing obesity in childhood.
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